Parry-Romberg syndrome (PRS), or progressive hemifacial atrophy, is characterized by focal and progressive atrophy of facial skin and soft tissue. It usually affects one side and may include medial canthal malposition, enophthalmos, and skin hyperpigmentation.
1,2 PRS often presents during the first and second decades of life, affects women more than men, and may continue to worsen for another decade before reaching a stable phase. 3 Its etiology remains unknown but may be related to autoimmunity, viral infection, trauma, and/or inherited genetic mutation.
1
A 28-year-old woman presented to us with right facial atrophy but with normal movement and sensation. She was diagnosed with PRS and underwent abdominal fat harvest and lipoinjection to the right face. Her preoperative appearance is shown in figure 1 .
The procedure was as follows: 2 ml of 1% lidocaine with 1:100,000 epinephrine was injected along the inferior aspect of the umbilicus. Then, 100 ml of 0.25% lidocaine with 1:400,000 epinephrine was injected along the lower abdomen. After 10 minutes, a 10-ml syringe with a fat harvesting cannula was used to extract fat under low manual negative pressure through a 1-cm incision. The cannula was fanned evenly throughout the lower abdomen in the fat layer. A total of 60 ml of fat was harvested.
The harvested fat was transferred to several 10-ml syringes and centrifuged for 3 minutes. The supernatant and infranatant were discarded, and the bottom 2 ml of fat left in the syringes was transferred to 1-ml syringes. Several stab-incision ports were made in the face with an ophthalmic blade. Using various sized cannulas, the fat was transferred to the right face in multiple layers, including the supraperiosteal, subcutaneous, and subdermal layers (total 12.5 ml).
During a second procedure 4 months later, 20 ml of fat was grafted, and 46 ml was grafted during a third procedure 5 months after the second injection, using the same technique. The patient reported great satisfaction (figure 2).
While autologous fat grafting has been used to treat PRS for decades, its outcomes can be unpredictable. Variables affecting outcomes include quality of fat, quantity injected, and distribution of transferred fat. How fat is separated after liposuction also may play a role. Survival is thought to be influenced by how much blood supply is in physical contact with grafted fat. Thus, fat survival is a matter of striking a balance between the number of procedures and fat grafted each time. 1 Our technique of slow injection in different layers over a wide region is time-consuming, but it can achieve a smooth contour along with potentially higher fat retention. Our method of increasing injected volumes is opposite that of other reports. One reason we did this was that the patient had greater retention than expected each time, perhaps due to our injection technique or unknown patient factors. It is also possible that fat injection in the face stimulates the development of vasculature, which allows a greater fat-carrying capacity over time.
5.0 × 4.8 mm (figure, B) . The tumor was excised with a circumferential incision via an endoscopic, laser-assisted approach under local anesthesia. The wound was packed with Gelfoam for 1 week and left to heal spontaneously. The pathology was proven to be an intradermal nevus ( figure, C) .
After surgical intervention, the patient experienced an uneventful recovery. There was no evidence of recurrence 6 months postsurgically.
Intradermal nevus is a subtype of melanocytic nevus; its occurrence within the EAC is relatively rare. [1] [2] [3] We previously reported on 38 cases of intradermal nevus in the EAC.
1 A higher incidence was reported in Asian people. The mean age was 40.3 years with a female predominance of approximately 3 to 1. No side predominance was noted. Intradermal nevi were more frequently located posteriorly, followed by the superior, inferior, and anterior quadrants of the EAC.
Most EAC nevi are symptomatic, but some are asymptomatic and are found incidentally. An EAC nevus may cause conductive hearing loss because of its enlarging mass, causing obstruction of the EAC or possibly a keratosis obturans and cholesteatoma. 1, 3 The differential diagnosis of the EAC nevi should include seborrheic keratosis, senile keratosis, pigmented actinic keratosis, benign pigmented keratosis, common warts, pigmented fibrous histiocytoma, squamous papilloma, blue nevus, atypical nevus, malignant melanoma, and even squamous cell carcinoma. [1] [2] [3] The preferred treatment is surgical removal; no recurrence with this approach has been reported to date. Most EAC nevi can be excised via a transcanal or transmeatal approach under microscopy, but larger lesions should be excised by endaural incision. 3 Surgical skin defects are mostly left to allow granulating and spontaneous healing. Some cases with a larger defect need to be repaired with a free split or full-thickness skin graft or a temporalis fascia graft with Silastic strip. 2 In this presented case, we used a laser to excise the nevus via a transcanal approach with endoscopy and allowed the defect to heal spontaneously.
